The concerted action of the professional persons, if applied with kindness yet with determination, gives parents and child the feeling of firmness and support which is so fundamentally lacking in their personalities. The lack of inner control gives rise to anxiety in the child who cannot master his impulses; the parents' inability to stand fast and lend him strength, their vacillation, results in breakdown of the parental function. By setting goals and limits, the therapeutic team helps child and parents mobilize the constructive elements in their personalities.
The use of drugs has been disappointing, especially if prescribed without attention to the basic psychological mechanisms of the neurosis. Some-times drugs are temporarily effective as sedatives or relaxants, but sole reliance on them does not overcome the phobia.
In summary, I have tried to review some of the psychodynamics of a school phobia and to delineate the role of the non-psychiatric ph)ysician in the diagnosis, management and prevention of one of the most common syndromes which presents itself to medical practitioners to-day-the neurotic child and his parents. REFERENCES Eisenberg L (1958) Discussion: Diagnoses suggested by the clinical appearances included arthrogryposis and juvenile rheumatoid arthritis. The former is an intrauterine condition present at birth and is not progressive. In the latter carpal ossification is commonly advanced, osteolysis does not result in total disappearance of the bones, and histologically there is lymphocyte and plasma cell infiltration with proliferation of the synovium. Twenty-four cases of disappearing bones with apparent hmmangiomatous replacement were reviewed by Gorham & Stout (1955) and several further cases have since been reported. In all these the condition has been confined to a single limb. Caffey (1961) , under the title 'Traumatic Carpal Necrosis' illustrates a case in which there is bilateral disappearance of the carpal bones following a wringer injury to one hand. The metacarpals, radius and ulna remain normal, however. A familial example is also presented. Omer & Mossman (1958) , under the title 'Bone Agenesis' describe a 26-year-old woman with absent carpal and tarsal bones, peg-like proximal metacarpal ends and short ulnae. The radiological appearances could well represent the late stages of the condition shown here. Significantly, one of this woman's three children is similarly affected. Another familial example is recorded by Thieffry & Sorrel-Dejerine (1958) who describe five members of a family covering three generations who were shown to have partial or complete disappearance of the carpal and tarsal bones. In some the condition is unilateral; raised serum levels of calcium phosphorus and alkaline phosphatase are reported and the disorder appears to be self-limiting. Unilateral carpal disappearance in association with renal failure is described by Derot et al. (1961) . A strikingly similar case to the present one is reported by Marie et al. (1956) with bilateral carpal and tarsal disappearance and marked erosion of the metacarpals and distal ends of the radius and ulna. A follow up of this same case at the age of 21 is given by Mahoudeau et al. (1961) : she had then developed malignant hypertension with acute left ventricular failure and uriemia. The nature of the renal disease is not stated though the possibility of nephrocalcinosis is raised.
In common with other reports, our investigations have not contributed to an understanding of this condition, which does not seem to have been previously described in this country.
Chronic Diarrhoea Relieved by Lactose-free Diet Anne A Thornton mB, J H Burkinshaw MRCP & E Kawerau MB MSC FRIC
A McK, male, aged 9 months when first seen. History: Chronic diarrhoea since birth; four or five loose motions daily; frequent vomiting shortly after food. He is the first child of healthy parents and was a premature delivery (32 weeks), birth weight 3 lb 15 oz. Initially in hospital he was fed on expressed breast milk but was changed to bottle feeding prior to discharge at 5 lb 8 oz.
After discharge, bottle feeding was continued, but he had diarrhoea and occasional vomiting. Several brands of milk had been tried without relief of the symptoms. An attempt had been made to introduce mixed feeding at the age of 6 months without success. On examination (1.11.61): A small, pale, fretful child. Weight 14 lb 6 oz. Red excoriated buttocks. No abnormalities could be detected, but he was late in reaching his landmarks; he was not sitting, could hold his head erect with difficulty and had no teeth. Five days later the child was admitted as an emergency with an episode of severe diarrhoea and vomiting during the previous two days. On admission: An acutely ill, dehydrated child. Weight now 12 lb 7 oz. He was pale, cyanosed, had sunken eyes and dry inelastic skin with excoriated buttocks and had a high-pitched cry with neck stiffness. Investigations Progress and treatment: He was given intravenous therapy, chloramphenicol, and blood transfusion; after five days oral feeding was reintroduced.
After recovery from this acute episode the child remained fretful and continued to have frequent loose motions. Feeding with milk was commenced and mixed feeding introduced over a period of five days. Initially the weight gain continued but was followed by a loss of 14 oz. Investigations (7.11.61 -21.11.61): Hb 84% (after transfusion). Stool: faecal fat 59%, no pathogens. Tryptic activity present 1 in 40. Sweat chlorides normal. Barium meal normal. Glucose tolerance normal. The child was then given a gluten-free diet as he was suspected of having
